INTRODUCTION
Population aging influences chronicdegenerative diseases and mental disorders, making dementia conditions, frequent among the elderly, more common in the population. Among these, Alzheimer's disease (AD) stands out, representing 50 to 60% of all cases and affecting approximately 10 to 20% of individuals older than 65 years (1) . The Brazilian Ministry of Health's therapeutic strategy for AD has been focused on the optimization of the cholinergic function with administration of medication that inhibits the acetylcholinesterase enzyme (rivastigmine, galantamine and donepezil), which results in patients' stabilization or slight improvement of cognitive functions for a relatively short period (2) . It compromises not only the quality of life (QofL) of elderly patients but also that of people close to them. Thus, the family's social and emotional structure is shaken by the responsibility of providing physical, emotional and financial support that usually depend on a family member (3) .
In Brazil, informal care is delivered to about 80 to 90% of cases of assistance to the elderly (4) . In general, caregivers are women, usually wives or daughters who, even having a paid job, diminish their social and leisure activities to care for a close relative (5) (6) .
Being a family caregiver, as opposed to a transitory event, is a situation that demands daily responsibility and transforms individuals' life. It demands time, energy, work, affection, effort and good will. Gradual cognitive losses, behavioral and emotional changes, and even changes in the patients' personality require great capacity to adapt with a view to living together satisfactorily (3) . Innumerous daily arrangements are necessary to meet progressive and irreversible patient demands (7) .
The great majority of informal caregivers does not have information and support necessary for care (3) . It becomes a risk factor for their physical, emotional, social and financial distress in the face of the progression of chronic diseases in elderly patients in Brazil (8) . Thus, research and information on the theme are crucial to base intervention programs and policies in the fields of health and social well being.
Studies addressing to what extent AD affects QofL of people involved in the process and what the potential facilitators and aggravating factors are is considered a factor of increasing importance (9) . (11) .
(c) Quality of Life Assessment Scale on Alzheimer's disease (QofL-AD): this adapted instrument was translated and validated for the Brazilian culture to evaluate QofL of caregivers of elderly patients with AD (9, 12) . Two versions were used: one for the patients themselves to evaluate their perception of QofL (PQofL-AD) and another for caregivers' self-evaluation (CQofL-AD). The 13 dimensions of the scale (physical health, energy, mood, living situation, memory, family, marriage, friends, self as a whole, ability to do chores around the house, ability to do things for fun, money and life as a whole) were evaluated by participants through the attribution of scores that varied from "1" (bad) to "4" (excellent) (9) .
Procedure of data collection and analysis 
RESULTS
Socialdemographic profile of the sample of elderly patients with AD(G AD )
The sample of elderly patients with AD was predominantly female (68%, n=36), married, with children (60%, n=32), average age of 77.36 years (±7.36, x mín =60, x max =96). In terms of schooling * , 57% (n=30) were illiterate or had incomplete elementary school; 23% (n=12) had complete elementary school or incomplete middle school, 4%
(n=2) had complete middle school or incomplete high school, 6% (n=3) had complete high school or incomplete higher education and 11% (n=6) had a bachelor's degree. It is worth mentioning that men had higher levels of education compared to women and all those with a bachelor's degree were male.
Data regarding socioeconomic status obtained through the Criterio Brasil (11) revealed that 8% (n=4) of the participants belonged to class A2; 15% (n=8) to class B1; 15% (n=8) to B2; 38% (n=20) to C; 23% (n=12) to D; and 2% (n=1) belonged to class E.
This income distribution found in G AD corresponds to the national average and average of São Paulo according to the Brazilian Association of Marketing
Research Companies (11) .
* The nomenclature used in the questionnaire Criterio Brasil was not the officially adopted at the time. However, as this was familiar to the participants, since it had been adopted for many years and was the one used in the questionnaire, the researcher decided to keep it. Current Brazilian education comprises: -nursery education (< 6 years old) -primary school (6 to 14 years old) = elementary + middle school -secondary school (>14 years old) = high school In 68% (n=36) of the studied cases, caregivers had the typical profile described in literature (3) : women, living in the same household, who were usually daughters (36%, n=19) or wives (28%, n=15) ( Table   1 ). However, considerable participation of men (32%) was found. Thus, it is important to consider issues related to caregivers' gender at the moment of planning psychoeducational interventions. In one of the cases, the caregiver was replaced over time. Since caregivers were relatives living in the same household as elderly patients with AD, data regarding socioeconomic status were identical due to the characteristics of the instrument measurement that evaluate the possession of durable goods in individuals' home (11) . (n=51) considered they had close marriages or relationships and 92% (n=49) considered they had close friendships. However, perceptions of greater dissatisfaction were related to financial condition (money), which 46 participants (87%) rated as bad or regular, regardless of the social class they belonged to, followed by health (42%, n=22) and "life as a whole" (42%, n=22). Positive perceptions highlighted by elderly patients with AD were family (90%, n=48), marriage (90%, n=48) and living situation (79%, n=42), and negative perceptions were related to financial situation (93%, n=49), memory (85%, n=45), ability to do things for fun (72%, n=38) and energy (72%, n=38).
The distribution of total scores of QofL of elderly patients with AD and caregivers is presented in Figure   1 . In general, the average of G AD was 29.32 points (±6,27, x mín =16, x max =42) and average of G CARE of 38.83 points (±5.62, x mín =29, x max =49). h  t  l  a  e  h  l  a  c  i  s  y  h  P  .  1  2  4  0  2  8  3  3  2  3  4  8  5  1   y  g  r  e  n  E  .  2  0  0  1  1  1  2  0  3  7  5  2  1 Correlation between the perception of QofL of elderly patients and family caregivers Spearman's rho coefficient of linear correlation found for this association was +0.406 (p<0.005). The index shows a moderate (13) and directly proportional relation between these variables. Thus, since r ≠ 0, the null hypothesis is rejected and we assume there is a relation between the general perception of QofL of family caregivers and elderly patients with AD. Figure 2 supports this statement. 
DISCUSSION
We perceive in the description of the caregivers' sociodemographic profile that, even though women are the majority, which is in accordance with several studies, the participation of men was considerable and cannot be ignored.
Another noteworthy fact was that seniors are taking care of the elderly. While this information is Insoluble and permanently stressing situations like chronic diseases require control and coping strategies (14) . The complex problem that involves living with a chronic patient compromises, in addition to the biological sphere of the affected person, different life styles of the family and social group (15) (16) . It is important to consider the family both as a unit of care and a unit to be taken care of.
Overwhelmed and exhausted caregivers have their quality of life threatened due to stress generated by the responsibility of taking care, which oftentimes leads to feelings of powerlessness, health problems, tiredness and irritability (17) . (18) . In this perspective, psychoeducational interventions should also optimize quality of life through the promotion of knowledge and skills that encourage the less skilled, meeting their individual needs, so that everyone feels accepted, understood and respected in their different ways of being and living.
